Introduction
Patients with heart failure (HF), particularly those admitted to hospital, have a reduced life expectancy. 1 When asked to consider their preferred place for end-of-life (EOL) care if recovery appears unlikely, many patients express a wish to spend their final days at home. 2 Yet analysis of patients with HF in randomized controlled trials and in epidemiology studies suggests that most patients with HF die in hospital. 3, 4 Whether there is a discrepancy between preferred and actual place of EOL care has not been evaluated in a prospective cohort of patients with HF. We aimed to address this question, and assess the acceptability to patients with HF (and their caregivers) of discussing EOL care.
Methods
As part of a study assessing the palliative care needs of a near-consecutive (i.e. consecutive patients were enrolled except during investigator vacation or other leave), prospective cohort of patients admitted to hospital with HF, patients were asked to consider their preference for place of EOL care. 5, 6 Specifically, patients were asked to consider the following hypothetical scenario: 'If you were to think about the last few days of hours of life, would you have a strong opinion or preference for where that care took place?' Patients were given the following hypothetical options to choose from: their own home; a nursing or care home; hospital; hospice; or undecided. Patients were followed up for vital Values are expressed as n (%). EOL, end of life; HF, heart failure.
status and place of death using record linkage through Information Services Division of National Health Service, Scotland. Comparisons of categorical variables were performed using 2 , a P-value < 0.05 was deemed statistically significant. This study was approved by the local ethics committee and all patients provided written informed consent. 
Results
A total of 272 patients admitted to hospital with HF were enrolled ( Table 1 ) between 9 January 2013 and 1 December 2014 and followed up for a median of 2.1 years. This was the first HF presentation for 152 (56%) patients and 256 of the total (94%) provided an answer to the above EOL question ( Table 2 ). Most expressed a wish to spend their EOL at home. One quarter of patients did not have a strong opinion regarding EOL care location. The proportion of patients with a new diagnosis answering the EOL preference question (92%) was similar to the proportion with an existing diagnosis answering this question (97%). There was no significant difference in preference for place of EOL between those with a previous diagnosis of HF and those with a first HF presentation, although the numbers for some of the options were small ( Table 2 ). The majority in the new diagnosis group (63%) and existing diagnosis group (60%) chose home or were undecided (18% and 23%, respectively). Of the 16 patients who declined to answer the EOL question, only one patient expressed an objection to being asked about EOL care preferences. Overall, 103 (38%) patients died during follow-up, with location of death available for all patients. Of these 103 deaths, 70 (68%), 18 (18%), and 15 (15%) were in hospital, home, or another destination (including hospice or care home), respectively. Location of EOL for the 79 patients who both expressed a preference for place of EOL and died during follow-up is shown in Figure 1 . The distribution of place of death for these patients, who had expressed an EOL care preference, was similar to the overall group which did not survive, with 55 (70%) dying in hospital, 13 (16%) dying at home, and 11 (14%) dying at another location. Only 19 of 79 patients died in their preferred place of EOL.
place of death. Our first important finding is that patients with HF, even with a first presentation, are willing to discuss EOL care. There was no difference in proportion of patients willing to discuss EOL between those with and without a prior diagnosis of HF, or the preferred place of EOL care, suggesting these conversations are applicable even during a first hospitalization for HF. Only one patient expressed concern at being asked about EOL care. The second key finding is that we found a major discrepancy between preferred and actual place of EOL care. We do not know reasons for this and clearly it is an area for further investigation. This discrepancy could reflect a lack of palliative care input or resources, limited EOL communication, or simply a disconnect between patient expectations and the reality of dying from HF. Further research may help determine how this aspect of EOL care can be improved to meet patient preferences. 
